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A BOUT the middle of July Dr. Heppenheimer, of this city, sent 
to me Mrs. B., tet., 37, married. A previously healthy 
woman, about six months ago she began to suffer with severe pain in 
her right side over the region of the liver. Sometimes she suffered so 
severely that she was forced to cry out. The pain was also located 
toward her back. About one month later jaundice set in, and has 
since remained. Loss of appetite, vomiting, mostly in the morning, 
and sometimes of a greenish material. The constant pain has weak¬ 
ened her very much, though her nutrition is not so much impaired as 
one would expect after such protracted and severe suffering. Her 
color is of a deep greenish-yellow; skin flabby. The expression of her 
face I should describe as languid and dissatisfied. She is feverish, and 
often feels chilly, but has never had a marked rigor; stools light in 
color; bowels tend to constipation ; urine icteric ; constant pain in her 
back; sometimes pain in epigastric region ; entire loss of appetite; often 
nausea. As the principal result of physical examination an enlarged 
liver presented itself. Fulness from fourth intercostal space down to 
one inch above umbilicus, and from that point obliquely down to the 
anterior superior spinous process of the ilium the left lobe seems to be 
proportionally much enlarged. Four inches to the right of the median 
line a mass about the size of an orange is felt just below the border of 
the liver; its position, shape, and resistance make it correspond to an 
enlarged gall-bladder; other organs apparently healthy. 

On the 23d of July a longitudinal incision was made about six 
inches in length through the external border of the rectus abdominis ; 
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peritoneum opened; gall-bladder not adherent to the abdominal wall; 
its color light yellowish-green. By aspiration about one and a half pints 
of a rather thin purulent fluid were extracted; tow'ard the end of the 
aspiration the same showed a more free admixture of pus ; microscopi¬ 
cally pus-cells and cholesterol crystals were found. The amount of 
fluid withdrawn was much more than at first seemed probable from the 
size of the tumor; that proved, of course, a considerable dilatation of the 
gall-ducts beyond the gall-bladder itself. After turning the patient on 
her right side, and pulling the now flabby gall-bladder partly before 
the abdominal wall while interposed sponges secured closure of the peri¬ 
toneal cavity, a free incision was made into the gall-bladder, from which 
more fluid escaped. Neither finger nor instruments, curved as well as 
straight, reached a stone, though the cavity was explored to the depth 
of about eight inches. After having enia;ged the abdominal wound by 
an incision at right angles to the first, I passed my hand along the 
lower surface of the liver toward the duodenum, and there was able to 
distinguish by the touch a hard round body. In order to get at it with 
ease, I had to separate the colon from its physiological and patholog¬ 
ical adhesions to the lower surface of the liver, and then was able, by 
gentle pressure and manipulation, to push the stone back into the gall¬ 
bladder, whereupon it was easily extracted. Hemorrhage was insig¬ 
nificant on account of double ligature before cutting adhesions, which 
were most extensive at the lower surface of the gall-bladder. The 
stone was about the size of a small walnut, oval-shaped, smooth, with¬ 
out facets, consisting of pure cholesterin. 

The patient was then again turned on her right side. The bladder 
was irrigated with a weak solution of boro-salicylic acid; the gall¬ 
bladder closed by triple rows of Lembert sutures, and, finally, the ab¬ 
dominal wound sewed up by deep peritoneal and superficial sutures : 
light dressing of iodoform gauze. 

The operation lasted more than two hours, and the patient was in 
collapse immediately after it, but soon rallied, and in the afternoon 
had a moderately good pulse, with a temperature of ioi°_ioz°. 

The principal features of the following days until her death, which 
occurred on the morning of the 26th, three days after the operation, 
were these: 

Vomiting, gradually increasing in severity, sometimes with pus ; on 
the second day, with free admixture of blood; no bile. One large 
clot, about three inches long, looked as though it might have come 
from the bile-duct; in one place it consisted mostly of fibrin, and was 
somewhat constricted; the remainder being apparently a more recent 
coagulum. Microscopical examination showed much columnar epithe- 
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Hum caught in it. Urine became quite scanty, containing albumen 
and epithelial and hyaline-granular casts, which were not present be¬ 
fore. Abdominal pain and tympanites moderate ; temperature grad¬ 
ually increasing to 104° on the third day. The fact that the 
vomit contained no admixture of bile, and the stools which were occa¬ 
sionally passed, had retained their grayish color, led me to assume that 
in some way the flow of bile into the gut might be interfered with. I 
therefore, on the 25th of July opened the abdominal wound, and find¬ 
ing safe adhesions between the gall-bladder and parietal peritoneum, 
opened the former, giving exit to a considerable quantity of green bile. 
The bad symptoms continued in spite of this, and on the morning of 
the 26th the patient died, having a temperature 108.2°; quantity of urine 
during the last twenty-four hours was twelve ounces, about the aver¬ 
age of the days before. 

The autopsy made on the same day was only conceded in reference 
to the abdomen. The liver had, within those few days after the oper¬ 
ation, returned almost to its normal size. The whole system of gall ducts 
was much distended; the ductus choledochus, which might have ad¬ 
mitted a finger, ended with a round lacuna within the walls of the duo¬ 
denum, where apparently the impacted gall-stone had been located. 
Several small openings led from here to the gut, which all along the 
small intestine was filled with a brownish, chocolate-colored material, 
similar to that vomited during life. The essential points of the micro¬ 
scopical examination, which I owe to the kindness of Dr. Porter, path¬ 
ologist to the Presbyterian Hospital, were these: “ Hepatic cells in a 

state of granular and fatty metamorphosis, which had completely de¬ 
stroyed their identity. There were also marked biliary pigmentation 
and slight interstitial thickening. The sections of the liver presented the 
appearance common to acute yellow atrophy of the liver. Sections of 
the kidney showed the most advanced stage of acute parenchymatous 
metamorphosis. The epithelium was swollen and the protoplasm de¬ 
stroyed and replaced by granular particles and fat droplets, the latter 
predominating. The points of discoloration upon the intestine ap¬ 
peared to be ecchymotic. 

“ The cause of death in this case may be ascribed to the toxmmic 
condition produced by the advanced metamorphotic destruction of the 
hepatic and renal cells.” 

I have been, and am still of the opinion, that an acute sep¬ 
tic peritonitis might have caused all the above changes, though 
nothing more of an exudation could be discovered on the sur¬ 
face of the peritoneum than is necessary to account for an ad- 
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hesive inflammation on the separated parts. There have been, 
however, cases of peritonitis septica under observation where 
the microscopic changes were either absent or quite insignifi¬ 
cant. 

From a practical point of view the following considerations 
may be allowed: 

1. Would it eventually be preferable, as recommended and 
done by others in cases of cholecystotomy, first to establish a 
fistula of the gall-bladder, operating at deux temps in order to 
be as secure as possible against the infection of the perito¬ 
neum ? If then after free opening of the gall-bladder the stone 
cannot be reached, apparently on account of the curved course 
of the bile ducts, would it eventually be the safest plan to 
lea\e it alone and to trust its final spontaneous perforation into 
the intestine ? In our case, as shown by autopsy, this natural 
process was already inaugurated. In spite of all possible care 
and precaution it is very difficult, during an operation lasting 
several hours, to prevent the entrance of infectious material. 

I need not to say that antiseptic measures were used to my 
best knowledge in my case. 

2. One might, before opening the gall-bladder, search for 
the stone by palpating along the cystic and common duct. If 
found near the duodenum, one could tiy to dislodge it with the 
intention of pushing it back into the gall-bladder. If one suc¬ 
ceeds in doing so, the operative procedure first mentioned 
might follow. 

3 - To excise a gall-stone impacted in the common duct in 
situ, seems to me, on account of the deep situation and inac¬ 
cessibility of the operating field, and the probable impossibil¬ 
ity of preventing the contents of the duct from entering the 
peritoneum, a hopeless way of proceeding. Should it prove 
to be impossible to push the stone back or to extract it from 
above, an artificial communication between gall-bladder and 
intestine, according to Winiwarter’s idea, might come into 
consideration. 

If I were to operate a second time under the same condi¬ 
tions as those above described, I should first puncture the gall¬ 
bladder, and with a fine needle withdraw as much fluid as 
possible. I should then try to define the point of obstruction. 
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and, in a case like mine, push the stone into the apex of the 
gall-bladder. Then I should close off the peritoneum by 
sutures around the partly protruding gall-bladder, and after 
that is achieved, open the latter, extract the stone, and not 
close the gall-bladder until the spontaneous entrance of bile 
into the gut had manifested itself. 

All these questions can only be settled by experience. I 
purposely omit quoting those valuable contributions which 
have lately been offered relative to this subject. My case just 
recorded, through the location of the stone and the difficulty 
of getting at it, has some peculiarities of its own, and may form 
in spite of its unfortunate end, a valuable addition to our 
present knowledge. 



